
RELEASE OF INFORMATION



Client Name: ________________________________________________________________     
I, _______________________________ give permission to Kristina Schasker, MFT

to release or exchange clinical information relevant to my or my child’s 
diagnosis and treatment with _______________________________.

This authorization will expire on ________________________.
________________________________________                                               ______________
Client                                                                                                                      Date

________________________________________                                               ______________

Parent/Legal Guardian                                                             

      Date







                          ________________________________________                                               ______________

Kristina Schasker, M.A. MFC #42366                                                                Date



